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was 6 3%. Repeated doses of nebulised salbutamol over the next two hours produced further bronchodilatation, the peak flow rate response rising by 14-3% after four hours. It is therefore important to notice that large doses of nebulised a agonist may be repeated and can produce useful bronchodilatation.
The patient who has acute severe asthma is, however, a medical emergency requiring immediate effective bronchodilator treatment. The intravenous route has perhaps been neglected in this country. This has been shown by a recently published survey of the treatment of severe asthma in the United Kingdom, in which only five of 67 hospital doctors regularly used intravenous 13 agonist. 9 We believe that intravenous 13 agonists have a place in treating some severely asthmatic patients. It must be remembered, however, that large doses may have adverse cardiac and metabolic effects, and because of this serum potassium concentrations must be monitored and the treatment probably not used for those who have a history of myocardial disease.
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Introduction
Although the epidemiology of asymptomatic bacteriuria in infancy and childhood has been thoroughly studied,' 2 little is known about that of symptomatic infections of the urinary tract.3 Stansfeld estimated that roughly 0 17/1000 boys and 0-4/1000 girls required treatment in hospital for urinary tract infections,4 though Winberg et al found a significant but unexplained increase in the total number of children admitted to hospital because of symptomatic urinary tract infections during 1952-66.5 Susceptibility to infection is poorly understood, and changes in susceptibility with time may point to important environmental or behavioural factors that can alter the risk of infection.
To monitor epidemiological trends we analysed information available nationally on children admitted to hospital with urinary tract infections and on the use of preventive treatment for such infections.
Patients and methods
The Finnish National Board of Health keeps a central database recording the age, sex, and main diagnosis of patients discharged from all hospitals in Finland. From this we compiled figures for children aged under 15 who had been treated for symptomatic urinary tract infections during 1978-84. The data were readily available in the three age groups 0-4, 5-9, and 10-14 for boys and girls separately. Almost all children under the age of 1 are admitted to hospital when they have a symptomatic urinary tract infection and figures for these children were therefore collected separately from the same database. In Finland children receiving prophylactic treatment because of recurrent urinary tract infections are permitted free medicines, and the Social Insurance Institution keeps records ofall patients receiving free treatment. From this source we collected information yearly on children receiving continuous treatment for recurrent urinary tract infections.
Numbers of bacterial cultures obtained from samples of urine taken in this department from children admitted to hospital and the types of bacteria isolated were determined from the records of the bacteriology laboratory for each year.
Statistical We do not think that the criteria for diagnosing symptomatic infections and for recommending preventive treatment changed during the study. Preventive treatment was started if the child had had three or more infections during six months. The indications for continuous chemotherapy in children with malformations of the urinary tract remained the same during the study, but the treatment given was decided individually. New, more effective antibiotics against Gram negative organisms have become available, but most of them can be given only parenterally and thus are used solely in hospital. Trimethoprim and sulphamethoxazole combined was widely used by general practitioners during the study.
The rate of attacks of urinary tract infections in girls has been estimated to be 10 times that in boys, except in infancy, when the rates are about the same.3 Our estimate of the rate in. the girls, calculated from the discharge figures, was about three times that in the boys.
WiswNll and Roscelli gave the incidence of acute urinary tract infections during the'first year of life as 0 57% in girls and 1-12% and 0 11% in uncircumcised and circumcised boys respectively.8 The incidence in uncircumcised boys is similar to our result for 1978, when it was 9-29/1000, though the value in our study had declined to 5-99/1000 by 1984. Among girls our results varied from 9-46/1000 to 6-72/1000, which was close to the figure reported by Wiswell and Roscelli. 
and no effect on the prevalence of free treatment. The ratio of prevalence of free treatment to rate of attack remained constant at 2 9 in 1978 and 2 8 in 1984, suggesting that the criteria for admission to hospital did not change during the study. The data from all three of our sources consistently showed an appreciable decrease in the rates of infection.
We could not collect any data on possible factors leading to the decline in urinary tract infection. One important possible factor is the simultaneous improvement in the diagnosis ofsuch infections: their diagnosis, treatment, and consequences have been subjects of postgraduate courses for both general practitioners and paediatricians. In the light of our results showing a continuous decline in the treatment of urinary tract infections, both in hospitals and by continuous treatment, a hypothesis of an improvement in diagnosis suggests that medical practice has been unsatisfactory. The decrease we observed in the number of urine samples giving positive results on bacterial culture is, however, difficult to explain in terms of improvements in diagnosis.
It is tempting to connect our findings with the simultaneous changes in the care of infants. In particular, the use of napkins changed appreciably during the study, disposable napkins of better quality being used increasingly. The impression of paediatricians working in developing countries where napkins are not used is that the rate of urinary tract infections is low. A child who has had one symptomatic infection runs an increased risk of having another for a long time afterwards." Thus factors affecting the disease in early infancy could be reflected in its occurrence even in later childhood. We suggest that the decrease in symptomatic urinary tract infections shown by our results may be associated with changes in caring for infants.
Introduction
Sickle cell disease is common in urban areas; in London alone there are nearly 2000 patients.' Painful vaso-occlusive crises account for nearly all the acute hospital admissions of patients with sickle cell disease in the London area. These episodes vary in severity and duration within the same patient as well as between individual patients.' The physical signs and symptoms have been extensively reviewed but much remains to be learned about the patients' own perceptions of their illnesses. This paper describes an attempt to collect information from patients on various aspects of management of pain crises both at home and in hospital.
Patients and methods
A structured questionnaire was used to obtain information about age, sex, the patients' awareness of incipient sickling crises and measures taken to avert or control them, previous sources of health education, the accessibility and adequacy of medical care, and perception of factors causing crises and measures taken to reduce the pain.
Information about the intensity of pain during the patient's last crisis, about the problems of the doctors' and nurses' understanding of the amount of pain, and about the problems of sickle cell disease, were obtained with a 0-5 linear analogue scale. A 0-3 linear analogue scale was used to measure patients' perception of pain relief. Other questions were answered by ticking the appropriate box, and space was left for additional comments. More than one answer to particular questions could be given.
The data were collected over the three months June to September 1986 from patients attending sickle cell and haematology clinics in London, Birmingham, and Manchester. The diagnostic criteria have been summarised by Serjeant.' Four hundred questionnaires were sent to the clinics for distribution, and 102 patients (61 women and 41 men) aged between 11 and 49 years returned the questionnaire. The response rate is unknown because the number of questionnaires given to patients is unknown. Of the responders, 77 were homozygous for haemoglobin S, 21 were doubly heterozygous for haemoglobin S and haemoglobin C, one had haemoglobin S-f3 thalassaemia, one was doubly heterozygous for haemoglobin S and haemoglobin J, and two had sickle cell disease but were uncertain of their genotypes. Three of those homozygous for haemoglobin S, five who were homozygous for haemoglobin S and haemoglobin C, and both those of unknown genotype, had never had a painful crisis. A further four patients who were homozygous for haemoglobin S had not been admitted to hospital because of a painful crisis.
